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Available online xxxxReduction of preterm births (b37 completedweeks of gestation)would substantially reduce neonatal and infant
mortality, and deleterious health effects in survivors. Maternal ﬁne particulatematter (PM2.5) exposure has been
identiﬁed as a possible risk factor contributing to preterm birth. The aim of this study was to produce the ﬁrst es-
timates of ambient PM2.5-associated preterm births for 183 individual countries and globally. To do this, national,
population-weighted, annual average ambient PM2.5 concentration, preterm birth rate and number of livebirths
were combined to calculate the number of PM2.5-associated pretermbirths in 2010 for 183 countries. Uncertainty
was quantiﬁed using Monte-Carlo simulations, and analyses were undertaken to investigate the sensitivity of
PM2.5-associated pretermbirth estimates to assumptions about the shape of the concentration-response function
at low and high PM2.5 exposures, inclusion of provider-initiated preterm births, and exposure to indoor air
pollution.
Globally, in 2010, the number of PM2.5-associated preterm births was estimated as 2.7 million (1.8–3.5 million,
18% (12–24%) of total preterm births globally) with a low concentration cut-off (LCC) set at 10 μg m−3, and
3.4 million (2.4–4.2 million, 23% (16–28%)) with a LCC of 4.3 μg m−3. South and East Asia, North Africa/Middle
East and West sub-Saharan Africa had the largest contribution to the global total, and the largest percentage of
preterm births associated with PM2.5. Sensitivity analyses showed that PM2.5-associated preterm birth estimates
were 24% lowerwhen provider-initiated preterm birthswere excluded, 38–51% lowerwhen riskwas conﬁned to
the PM2.5 exposure range in the studies used to derive the effect estimate, and 56% lowerwhenmothers who live
in households that cook with solid fuels (and whose personal PM2.5 exposure is likely dominated by indoor air
pollution) were excluded. The concentration-response function applied here derives from a meta-analysis of
studies, most of which were conducted in the US and Europe, and its application to the areas of the world
where we estimate the greatest effects on preterm births remains uncertain. Nevertheless, the substantial per-
centage of preterm births estimated to be associated with anthropogenic PM2.5 (18% (13%–24%) of total preterm
births globally) indicates that reduction of maternal PM2.5 exposure through emission reduction strategies
should be considered alongside mitigation of other risk factors associated with preterm births.
© 2017 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY license (http://
creativecommons.org/licenses/by/4.0/).Keywords:
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Air quality1. Introduction
Preterm birth (at b37 completed weeks of gestation) is a ‘major
cause of [postnatal] death and a signiﬁcant cause of long-term loss of
human potential’ (Howson et al., 2012). There is a substantial long-
term health impact from preterm birth due to increased risk both of
death and of developing a wide range of chronic physical and neurolog-
ical disabilities compared to full term births (Blencowe et al., 2013b;
Calkins and Devaskar, 2011; Howson et al., 2012; Loftin et al., 2010;. This is an open access article under
, Preterm birth associated wi
p://dx.doi.org/10.1016/j.envinRogers and Velten, 2011). Liu et al. (2015) calculated that there were
965,000 deaths due to preterm birth complications globally in 2013, ac-
counting for 35% of all neonatal deaths (b27 days after birth) and 15% of
all deaths of children under 5. High preterm birth rates have been calcu-
lated for both high and low-income countries (Blencowe et al., 2012).
Behrman and Butler (2007) estimated that preterm birth had an eco-
nomic impact of $26.2 billion in the US in 2005 ($51, 600 per preterm
birth).
It is estimated that in 2010, 11.1% of the 135 million livebirths glob-
ally (14.9 million babies) were preterm, including both spontaneous
and provider-initiated preterm births; preterm birth rates in countries
vary between 4 and 5% in some European countries and 15–18% inthe CC BY license (http://creativecommons.org/licenses/by/4.0/).
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neous preterm birth is associated with multiple risk factors, including
maternal age (young and old), multiple pregnancy (twins etc.), infec-
tion, previous preterm births, psychological health (e.g. depression)
and social and personal/lifestyle factors such as poverty, maternal edu-
cation, prenatal care, physical activity, diet, and alcohol and drug con-
sumption (Behrman and Butler, 2007; Blencowe et al., 2013a; Gravett
et al., 2010).
Maternal exposure to ambient concentrations of ﬁne particulate
matter (total mass of particles with an aerodynamic diameter
b2.5 μm, PM2.5) has also been identiﬁed as a risk factor for preterm
birth (as reviewed in Shah et al., 2011), as well as for other related out-
comes, such as low birth weight (e.g. Holstius et al., 2012; Rich et al.,
2015). For example, signiﬁcant associations between PM2.5 exposure
and preterm birth were detected in prospective cohort studies in Cana-
da (Brauer et al., 2008) and China (Qian et al., 2016), in retrospective
studies conducted in the US (Ha et al., 2014; Huynh et al., 2006) and
China (Fleischer et al., 2014), and in a ‘natural experiment’ in the US
(Parker et al., 2008). Proposed mechanisms for the effect of PM2.5 on
the risk of preterm birth include oxidative stress, pulmonary and pla-
cental inﬂammation, coagulopathy, endothelial dysfunction and hemo-
dynamic responses (Kannan et al., 2006; Shah et al., 2011), and recently
Nachman et al. (2016) showed a signiﬁcant relationship between PM2.5
exposure and intrauterine inﬂammation (IUI), that has been shown to
increase the risk of preterm birth (Kemp, 2014). Exposure to PM2.5 is
spatially heterogeneous, with annual average PM2.5 concentrations
varying by an order of magnitude between rural areas of e.g. Europe,
and urban areas in India and China (Kamyotra et al., 2012; Putaud et
al., 2010; Wang et al., 2015). However, to date, no study has either
assessed the implications of these differences in PM2.5 exposure for
the frequency of preterm births, or calculated the total number of pre-
term births that are associated with maternal exposure to elevated am-
bient PM2.5 exposure globally.
Here, we present the ﬁrst global estimates of ambient PM2.5-associ-
ated preterm births, calculated using data for 183 countries. We used
the relationship between PM2.5 exposure during pregnancy and fre-
quency of preterm births from the meta-analysis of Sun et al. (2015),
because it was derived through the integration of studies conducted in
Latin America, Asia and Africa, as well as North America and Europe.
The odds ratio (OR) was combined with country-level population-
weighted ambient PM2.5 concentration estimates developed for the
Global Burden of Disease (GBD) 2013 study (Brauer et al., 2016), in
order to provide an estimate of exposure consistent with the GBD anal-
ysis, which calculated that 2.9 million premature deaths, primarily in
older people, were associated with ambient PM2.5 exposure globally
(Forouzanfar et al., 2015). Finally, the number of preterm births in 183
countries was taken from a global analysis for 2010 (Blencowe et al.,
2012). Uncertainty in these estimates was quantiﬁed using Monte-
Carlo simulations. We also assess the contributions of anthropogenic
versus natural fractions of ambient PM2.5 to quantify the extent to
which reductions in anthropogenic PM2.5 and PM2.5 precursor emis-
sions could reduce the PM2.5 risk factor associated with preterm birth.
The impact of PM2.5 on the frequency of preterm birth is further
assessed in the context of spontaneous versus provider-initiated pre-
term births, and the contribution of household air pollution and
smoking as other sources of maternal PM2.5 exposure.
2. Methods
Calculation of the country, regional (GBD regional groupings shown
in Fig. S1) and global cumulative incidence of preterm birth associated
with PM2.5 exposure (i.e. PM2.5-associated pretermbirths) requires a re-
lationship linking PM2.5 exposure during pregnancy to preterm birth
frequency, as well as the number of livebirths, the preterm birth rate,
and maternal PM2.5 exposure for each country (estimated here using
annual mean population-weighted PM2.5 concentrations as a proxy).Please cite this article as: Malley, C.S., et al., Preterm birth associated wi
national assessment, Environ Int (2017), http://dx.doi.org/10.1016/j.envinThe most recent year for which all these variables were available was
2010. The change in cumulative incidence of preterm birth associated
with PM2.5 exposure (i.e. PM2.5-associated preterm births) using the
input variables was calculated using Eq. (1), which is based on a logistic
model, and was selected because the coefﬁcient (β) can be calculated
directly from the OR using Eq. (2) (RTI International, 2015).
ΔInc: ¼ y0 1−
1
1−y0ð ÞeβΔX þ y0
 
LB ð1Þ
ΔInc. = Change in cumulative incidence of preterm birth.y0 = baseline
frequency of preterm birth.LB = number of live births.β= coefﬁcient
(derived from odds ratio).ΔX = change in PM2.5 concentration (μg
m−3).
β ¼ ln ORð Þ
10
ð2Þ
OR = odds ratio
The odds ratio (OR) used (OR: 1.13 (95% conﬁdence intervals (CI):
1.03–1.24) for a 10 μg m−3 change in PM2.5 exposure) was derived in
Sun et al. (2015) bymeta-analysis of 13 studies. The majority of studies
included in the Sun et al. (2015) meta-analysis adjusted for potential
confounders that have previously been identiﬁed as risk factors for the
incidence of preterm birth, including socioeconomic status/poverty,
maternal smoking, race/ethnicity (Goldenberg et al., 2008; Muglia and
Katz, 2010). However, the number of confounders adjusted for varied
between studies. Table S1 summarises, for each of the studies included
in the Sun et al. (2015) meta-analysis, the potential co-varying risk fac-
tors that were adjusted for. This relationship is similar (within conﬁ-
dence intervals) to the relationship derived in three other meta-
analyses (Lamichhane et al., 2015; Sapkota et al., 2012; Zhu et al.,
2015), see Table S2.
National, population-weighted annual average ambient PM2.5 con-
centrations were those derived by Brauer et al. (2016), who adjusted
the average of satellite and modelled gridded PM2.5 concentrations
using a global calibration model to optimise the ﬁt to measurements
at over 4000 surfacemonitoring sites. Brauer et al. (2016) then associat-
ed gridded PM2.5 concentrationswith population data to derive popula-
tion-weighted PM2.5 concentrations for each country in addition to
conﬁdence intervals accounting for uncertainty in the grid cell PM2.5 es-
timates and calibration methods. Population-weighted PM2.5 concen-
trations derived in Brauer et al. (2016) are shown in Fig. S2.
The number of livebirths (LB) and preterm births estimated by
Blencowe et al. (2012) were used for the 183 countries. Blencowe et
al. (2012) compiled data on preterm births from national registries, na-
tional surveys and peer-reviewed literature and then estimated the
number of preterm births based on the prevalence of different predictor
variables in that country, with conﬁdence intervals estimated using
bootstrapmethods. For each country, the baseline frequency of preterm
birth (y0) was the ratio of preterm births to livebirths calculated in
Blencowe et al. (2012). Fig. S3 shows the preterm birth rate estimated
by Blencowe et al. (2012) for the 183 countries.
For each country, the number of PM2.5-associated preterm births
was calculated using Eq. (1). This value was also expressed as the per-
centage of all preterm births (as reported in Blencowe et al. (2012)).
These calculations were repeated assuming different low concentration
cut-off (LCC) ‘counterfactual’ ambient PM2.5 exposures belowwhich the
excess risk of preterm birth was assumed to be zero. ΔX in Eq. (1) was
the change in PM2.5 concentration relative to a LCC (i.e. the difference
between national population-weighted PM2.5 concentration and the
LCC). The LCC was set at 10 μg m−3 (the WHO air quality guideline
(AQG) for PM2.5 (WHO, 2006)), and 4.3 μg m−3 (the lowest popula-
tion-weighted PM2.5 concentration of any country). The number of
PM2.5-associated preterm births estimated using different LCCs reﬂect
the uncertainty in the relationship between PM2.5 exposure andth maternal ﬁne particulate matter exposure: A global, regional and
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Table 1
Cumulative incidence of ambient PM2.5-associated preterm births in 2010 (means with
95% conﬁdence intervals) with two low PM2.5 concentration cut-offs (LCCs).
Low PM2.5 concentration
cut-off
4.3 μg m−3 10 μg m−3
GBD region Preterm births
(Thousands)
Preterm births
(Thousands)
South Asia 1693 (762–252) 1479 (671–2209)
East Asia 521 (189–832) 473 (154–763)
West Sub-Saharan Africa 362 (217–506) 281 (170–393)
North Africa/Middle East 219 (153–291) 173 (122–229)
East Sub-Saharan Africa 150 (105–202) 70.2 (41.6–100)
South East Asia 153 (92.9–220) 71.3 (42.4–101)
Central Sub-Saharan
Africa
56.2 (20.2–95.9) 28.2 (9.2–51.0)
High Income North
America
42.8 (15.3–73.2) 10.5 (3.2–17.9)
Western Europe 38.9 (28.5–48.7) 19.0 (13.9–24.1)
Central Latin America 32.8 (20.2–45.6) 9.6 (5.4–14.2)
Tropical Latin America 30.4 (7.7–56.8) 13.2 (3.6–24.3)
Central Asia 27.5 (17.2–38.1) 18.7 (11.5–27.5)
Eastern Europe 18.3 (8.0–30.1) 8.5 (3.3–13.6)
High Income Asia Paciﬁc 19.8 (9.0–32.0) 13.4 (5.4–22.2)
South Sub-Saharan Africa 13.1 (4.7–22.5) 4.1 (0.6–8.1)
Central Europe 12.5 (8.8–16.6) 7.3 (4.9–9.7)
Southern Latin America 6.0 (3.0–8.8) 1.7 (0.6–2.8)
Andean Latin America 5.7 (2.7–9.2) 0.8 (0.3–1.4)
Caribbean 5.9 (2.7–9.2) 1.5 (0.5–2.5)
Australasia 0.9 (0.4–1.4) 0
Oceania 0.3 (0.1–0.5) 0
Global 3401
(2420–4208)
2683
(1783–3533)
3C.S. Malley et al. / Environment International xxx (2017) xxx–xxxpreterm births at low concentrations, due to the relatively fewer people
exposed to lower PM2.5 concentrations in those studies used to derive
the Sun et al. (2015) OR (25th percentile PM2.5 exposure varied be-
tween 6.3 and 19.7 μg m−3 for those studies included in Sun et al.
(2015) that reported this statistic). We also used an LCC set at
0 μg m−3 as a sensitivity analysis to provide an upper bound to PM2.5-
associated preterm birth estimates assuming that the relationship be-
tween PM2.5 and the frequency of pretermbirth extends to zero. Further
work is required to determine the shape of the concentration-response
function at low PM2.5 concentrations, including the existence and level
of a threshold for effect.
Monte Carlo simulations were used to derive uncertainty estimates
associated with each PM2.5-associated preterm birth value. Normal dis-
tributions for each of the input variables to Eq. (1) were constructed
using the conﬁdence intervals reported in Brauer et al. (2016) for pop-
ulation-weighted PM2.5 concentrations, in Blencowe et al. (2012) for
the preterm birth rate and in Sun et al. (2015) for the OR and hence co-
efﬁcient β. One thousand values of each input variable were randomly
sampled from these distributions, and used to derive 1000 estimates
of PM2.5-associated preterm births in each country, from which 95%
conﬁdence intervals were calculated. Conﬁdence intervals in regional
and global estimates of PM2.5-associated preterm birthswere calculated
through 1000 random samples from the normal distribution of PM2.5-
associated preterm births in each country in the region. The contribu-
tion from uncertainty in each input variable to the total uncertainty in
PM2.5-associated preterm births was investigated by repeating the cal-
culations three times, setting to zero the uncertainty in two of preterm
birth rate, population-weighted PM2.5 concentration and OR. To evalu-
ate the sensitivity of PM2.5-associated preterm births to the PM2.5 con-
centration estimate, the calculation was also repeated with a different
estimate of population-weighted PM2.5 in each country (derived from
gridded PM2.5 concentrations reported in van Donkelaar et al. (2015),
see Supplemental Information).
National, annual average, population-weighted PM2.5 concentra-
tions due to natural sources were calculated by associating gridded nat-
ural PM2.5 concentrations, derived fromGEOS-Chem chemical transport
model (CTM) simulations (Bey et al., 2001) with zero anthropogenic
emissions, with the Gridded Population of the World v3 dataset (Bey
et al., 2001; CIESIN, 2005). Natural PM2.5wasmainly composed of desert
dust, but also included contributions from sea-salt, biogenic organic
aerosol, natural sources of secondary inorganic aerosol (sulphate, ni-
trate and ammonium), as well as biomass burning. The anthropogenic
PM2.5 fraction was calculated using Eq. (3), and the anthropogenic
PM2.5 concentration (calculated by multiplying the population-weight-
ed total PM2.5 fromBrauer et al. (2016) by the anthropogenic PM2.5 frac-
tion), was used asΔX in Eq. (1). The population-weighted natural PM2.5
fraction in each country was used as the LCC, in order to estimate the
number of preterm births associated with only anthropogenic PM2.5.
Anthropogenic PM2:5 fraction ¼ 1−
PM2:5 nat GC
PM2:5 tot GC
 
ð3Þ
PM2.5_nat_GC. = GEOS-Chem-derived Population-weighted natural
PM2.5_tot_GC.=GEOS-Chem-derived Population-weighted total PM2.5.
The calculation of national, regional and global PM2.5-associated pre-
term births was then repeated to assess the sensitivity of these esti-
mates to key assumptions. In the ﬁrst sensitivity analysis, PM2.5-
associated preterm births were estimated for spontaneous preterm
births only, with the number of spontaneous preterm births for each
country estimated from the average proportion calculated for each
Human Development Index (HDI) category of countries to which each
country was assigned (Morisaki et al., 2014). In the second sensitivity
analysis, PM2.5-associated preterm births were estimated for only
those livebirths to mothers who lived in households which do not use
solid fuels for cooking (to exclude thosemothers whose exposure to in-
door air pollution is likely high). Hence the number of livebirths in eachPlease cite this article as: Malley, C.S., et al., Preterm birth associated wi
national assessment, Environ Int (2017), http://dx.doi.org/10.1016/j.envincountry was multiplied by the proportion of the population in each
country not using solid fuels for cooking (estimated in Bonjour et al.
(2013)), and only these livebirths were included in the application of
Eq. (1). Finally, we applied Eq. (1) assuming no increase in the risk to
the cumulative incidence of preterm birth for PM2.5 concentrations
above 22.2 μg m−3, i.e. βΔX in Eq. (1) was ﬁxed at the 22.2 μg m−3
value for PM2.5 concentrations above 22.2 μg m−3. This provided an as-
sessment of the effect of PM2.5 concentrations on the cumulative inci-
dence of preterm birth within the range of PM2.5 concentrations
participants included in the studies used to derive the Sun et al.
(2015) meta-analysis were exposed to, reﬂecting the uncertainty
about the shape of the concentration-response functions at exposures
above this value. The level of 22.2 μg m−3 was the maximum PM2.5 ex-
posure estimated in a large (N500,000 participants) cohort study in the
US (Krewski et al., 2009), in which themost consistent evidence for the
effect of PM2.5 on preterm birth has been derived. This PM2.5 concentra-
tion is consistent with maximum exposures reported in the US studies
included in the Sun et al. (2015) meta-analysis (Chang et al., 2015; Ha
et al., 2014; Huynh et al., 2006).
3. Results
3.1. Ambient PM2.5-associated preterm births in 2010
3.1.1. Global and spatial distribution
In 2010, the global ambient PM2.5-associated preterm birth esti-
mates ranged from2.7million (95%CIs: 1.8–3.5million)with a low con-
centration cut-off (LCC) of 10 μgm−3 to 3.4million (2.4–4.2million, 26%
higher) with a 4.3 μgm−3 LCC (Table 1). Regardless of the LCC, the larg-
est contribution to global PM2.5-associated preterm births was from
South Asia and East Asia, which together contributed 75%, and 65% of
the global total with 10 μg m−3 and 4.3 μg m−3 LCCs, respectively.
The West sub-Saharan Africa, and North Africa/Middle East regions
also contributed N5% of the global total regardless of LCC. The large con-
tribution of South and East Asia to global PM2.5-associated preterm
births was mainly due to PM2.5-associated preterm births in India and
China (1.1 million (0.3–1.8 million) and 0.5 million (0.1–0.7 million)th maternal ﬁne particulate matter exposure: A global, regional and
t.2017.01.023
4 C.S. Malley et al. / Environment International xxx (2017) xxx–xxxrespectively for the 10 μgm−3 LCC case) (Fig. S4, Table S3). In India, the
large number of PM2.5-associated preterm births resulted from elevated
values of all input variables (the range of values for each input variable
is shown in Table 2). For China, the pretermbirth ratewas relatively low
(in the bottom quartile), but the large number of livebirths and a popu-
lation-weighted PM2.5 concentration above the 98th percentile resulted
in the second largest contribution.
For the 10 μg m−3 LCC case, countries in the top 10% of national
PM2.5-associated preterm births accounted for 86% of the global total
(Table S3). These countries were in South, East and South East Asia,
sub-SaharanAfrica, and theMiddle East. Therewas substantial variation
in population-weighted PM2.5 concentrations between the top decile
countries. For some countries, maternal exposure was to relatively
moderate ambient PM2.5 concentrations (e.g. population-weighted
PM2.5 b 20 μg m−3: Democratic Republic of the Congo, Ethiopia),
while in others the PM2.5 concentrationswere among the highest calcu-
lated for any country (N30 μg m−3: Pakistan, Bangladesh, Iran, Egypt,
Yemen, Nepal, Niger, Mali, Iraq, India and China), and there were
some intermediate cases (20–30 μg m−3: Nigeria, Sudan, Vietnam, Af-
ghanistan). Hence, the global number of ambient PM2.5-associated pre-
term births was not just dominated by countries with the highest
population-weighted PM2.5 concentrations, but countries with relative-
ly moderate annual average PM2.5 concentrations also contributed.
When the LCCwas decreased, other countrieswithmoderate PM2.5 con-
centrations, but large numbers of livebirths and relatively high preterm
birth rates (e.g. Indonesia, US, Brazil, Uganda) were included in the top
10% of countries, and made substantial contributions to the global total.3.1.2. Percentage of total preterm births
Globally, 18% (12–24%) of all preterm births were associated with
PM2.5 for a LCC of 10 μg m−3. The countries with the largest percentage
of PM2.5-associated preterm births (i.e. above the 90th percentile of 30%
(Table 2)) were located in the South and East Asia, North Africa/Middle
East and West sub-Saharan Africa regions (Fig. 1a). Most of the coun-
tries with a larger proportion of PM2.5-associated preterm births had
relatively high population-weighted PM2.5 concentrations. For example,
5 of the 7 countriesmaking up the East Asia and South Asia regionswere
above the 90th percentile of 33 μg m−3 (Table 2), as were 8 of the 18
countries in North Africa/Middle East.
Decreasing the LCC to 4.3 μg m−3 increased the global percentage of
PM2.5-associated preterm births to 23% (16–28%). The percentage of
PM2.5-associated preterm births calculated for those countries with rel-
atively high population-weighted PM2.5 exposures were substantially
less sensitive to changes in the LCC (Fig. 1b and c). For example, in
India and China, population-weighted PM2.5 concentrations were 43.4
and 54.1 μgm−3, respectively, and decreasing the LCC to 4.3 μgm−3 in-
creased the percentage of PM2.5-associated preterm births by 14% in
India and 10% in China. In contrast, the percentage of PM2.5-associated
preterm births in those countries with moderate PM2.5 exposure
(b20 μg m−3, listed above) were on average 91% higher for the
4.3 μg m−3 LCC case compared to the 10 μg m−3 LCC case.Table 2
Variation between the 183 countries analysed in national PM2.5-associated preterm births and
variable.
Variable Min
Livebirths (thousands) 1.1
Preterm births (thousands) 0.1
Preterm birth rate (%) 4.14
Population-weighted PM2.5 (μg m−3) 4.3
PM2.5 associated preterm births: 4.3 μg m−3 cut-off (thousands) 0
PM2.5 associated preterm births: 4.3 μg m−3 cut-off (% all preterm births) 0
PM2.5 associated preterm births: 10 μg m−3 cut-off (thousands) 0
PM2.5 associated preterm births: 10 μg m−3 cut-off (% all preterm births) 0
Please cite this article as: Malley, C.S., et al., Preterm birth associated wi
national assessment, Environ Int (2017), http://dx.doi.org/10.1016/j.envin3.2. Anthropogenic PM2.5-associated preterm births
The anthropogenic fraction of national population-weighted ambi-
ent PM2.5, based on GEOS-Chem simulations, is shown in Fig. S5. For
South and East Asia, the majority of PM2.5 was anthropogenic (81 and
86% respectively). However, the value was smaller in other regions
with elevated total PM2.5-associated pretermbirths, e.g. inWest sub-Sa-
haran Africa, and North Africa/Middle East, the median anthropogenic
fractions were both 21%.
Globally, 2.7 million (1.9–3.6 million) PM2.5-associated preterm
births were calculated when maternal exposure to only anthropogenic
ambient PM2.5 was considered (18% (13%–24%) of total preterm births
globally), which is 81% of the total PM2.5-associated preterm births
with 4.3 μg m−3 LCC, and comparable to that with 10 μg m−3 LCC
(Table 3). The contribution to this global total from West sub-Saharan
Africa and North Africa/Middle East was substantially lower compared
to total PM2.5-associated preterm births (4.3% and 2.1% of anthropogen-
ic PM2.5-associated preterm births, respectively, compared to 10.6% and
6.4% of total PM2.5-associated preterm births).
The median percentage of anthropogenic PM2.5-associated preterm
births (of all preterm births) was 5.1% for West sub-Saharan Africa,
and 6.2% for North Africa/Middle East, compared to 18.1–26.7% and
20.7–29.1% (range across different LCCs) respectively for total PM2.5-as-
sociated preterm births (Fig. 2 c.f. Fig. 1). In regionswith high anthropo-
genic contributions to PM2.5 exposures, the spatial distribution of
anthropogenic PM2.5-associated preterm births was similar to total
PM2.5-associated preterm births. For example, countries in South and
East Asia had the highest anthropogenic PM2.5-associated preterm
births (Fig. 2), as well as the largest contributions to the global total
(Table S4).3.3. Uncertainty
The uncertainty in the relationship between maternal PM2.5 expo-
sure and preterm births, as derived in Sun et al. (2015), contributed
the greatest uncertainty in the PM2.5-associated preterm birth esti-
mates. When the only uncertainty was in the OR, the uncertainty
range (2.5–97.5th percentiles) in the resulting global PM2.5-associated
preterm births decreased by 14% and 5% for the 10 μg m−3, and
4.3 μg m−3 LCC cases, respectively. In comparison, with uncertainty
only in the number of preterm births, the uncertainty range in global
PM2.5-associated preterm births decreased by between 61% and 64% de-
pending on the LCC. Finally, with uncertainty only in the Brauer et al.
(2016) population-weighted PM2.5 estimates included, the uncertainty
range for global PM2.5-associated preterm births decreased by between
93% and 94%. Using the alternative estimates of PM2.5 exposure (derived
from gridded PM2.5 concentrations from van Donkelaar et al. (2015)),
the global and regional estimates of PM2.5-associated preterm births,
were within the uncertainty range of the estimates derived using the
Brauer et al. (2016) population-weighted PM2.5 concentrations (see
Supplementary Information Table S8).input variables. The minimum, maximum and relevant percentiles are tabulated for each
5th 25th 50th 75th 90th 95th 98th Max
3.2 43.9 153.7 611.5 1420 2586 4505 27,200
0.2 4.4 15.2 57.4 153.3 277.7 701.8 3519
5.90 7.65 10.00 12.30 14.06 15.37 16.46 18.06
6.6 9.9 15.4 21.3 33.2 41.4 47.0 65.6
0.010 0.29 2.00 7.48 22.5 40.1 162.3 1224
2.5 5.8 11.6 17.0 27.0 33.9 37.7 48.5
0 0 0.64 3.50 14.8 26.5 137.0 1073
0 0 5.7 11.6 22.3 29.6 33.5 45.1
th maternal ﬁne particulate matter exposure: A global, regional and
t.2017.01.023
Fig. 1. Percentage of total preterm births which were associated with ambient PM2.5 in 2010 using a low concentration cut-off of a) 4.3 μg m−3, and b) 10 μg m−3.
5C.S. Malley et al. / Environment International xxx (2017) xxx–xxx4. Discussion
4.1. Spontaneous vs provider-initiated preterm births
The ambient PM2.5-associated preterm birth estimates (Table 1)
were calculated based on total national preterm births, including spon-
taneous and provider-initiated. The number of preterm birthsTable 3
Global estimates of 2010 PM2.5-associated pretermbirths calculatedwith different low concentr
taneous preterm births only.
Low PM2.5 concentration cut-off 0 μg m−3 4.3 μg m−
Preterm births
(Thousands)
Preterm bi
(Thousand
Total PM2.5, All preterm births 3943
(2862–4855)
3401
(2420–420
Anthropogenic PM2.5, All preterm births
Total PM2.5, Spontaneous preterm births 2999
(2213–3680)
2595
(1780–327
Total PM2.5, risk levels off above 22.2 μg m−3 2708
(2063–3268)
2117
(1640–260
Total PM2.5, only includes population not cooking
with solid fuels
1762
(1275–2158)
1511
(1097–187
Please cite this article as: Malley, C.S., et al., Preterm birth associated wi
national assessment, Environ Int (2017), http://dx.doi.org/10.1016/j.envincalculated by Blencowe et al. (2012) were combined estimates due to
a lack of data on the proportion of each type of preterm birth in individ-
ual countries, which has recently been re-emphasised (Smid et al.,
2016). The majority of studies used to derive the Sun et al. (2015) OR
did not exclude provider-initiated preterm births. The inclusion in our
calculations of those provider-initiated preterm births for which PM2.5
exposure is not a risk factor may have resulted in higher estimates ofation cut-offs (LCCs),modiﬁed to include the anthropogenic PM2.5 fraction only, and spon-
3 10 μg m−3 National population-weighted natural PM2.5
concentration
rths
s)
Preterm births
(Thousands)
Preterm births (Thousands)
8)
2683
(1783–3533)
2739
(1854–3572)
2)
2047
(1387–2637)
9)
1317
(951–1701)
4)
1166
(775–1488)
th maternal ﬁne particulate matter exposure: A global, regional and
t.2017.01.023
Fig. 2. Percentage of total preterm births which were associated with anthropogenic ambient PM2.5 only in 2010.
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may be limited as provider-initiated and spontaneous preterm births
are not independent, and the risk factors for each type increasingly
overlap (Joseph et al., 2002). Provider-initiated preterm births are also
linked to pregnancy complications, both maternal and fetal, including
severe pre-eclampsia, placental abruption, uterine rupture, cholestasis,
fetal distress and fetal growth restriction (Blencowe et al., 2013a).
Hence the increasing ability to detect these conditions has meant that
in settings with strong, well-resourced health systems, including good
diagnostics, providers nowmonitor these babies closely and initiate de-
livery of a compromised baby at the point when the risk of remaining
in-utero outweighs the risk of preterm delivery. In many cases, without
intervention, the fetal or maternal conditions would have resulted in a
stillbirth or spontaneous preterm birth at a later, but still preterm, ges-
tational age (Joseph et al., 2002).
Nevertheless, we assessed the sensitivity of PM2.5-associated pre-
term births estimates to exclusion of provider-initiated preterm births.
An analysis of almost 300,000 preterm births across 29 countries pro-
duced estimates of the average proportion of preterm births that were
provider-initiated in countries belonging to each Human Development
Index (HDI) group (Morisaki et al., 2014; UNDP, 2015). The average pro-
portions of provider-initiated preterm births were 40% in the Very High
HDI group, 38% for High, 22% for Medium, and 20% for Low, but there
was substantial variation between countries within the same HDI
group (Morisaki et al. 2014). An indication of the impact of exclusion
of provider-initiated preterm births on PM2.5-asssociated preterm
birth estimates was obtained by adjusting the Blencowe et al. (2012)
total preterm births in each country by the relevant HDI-average initiat-
ed preterm birth proportion. Globally, PM2.5-associated preterm births
decreased by 24% (Table 3), with these reductions varying by a factor
of 2 between regions (Table S5). The most conservative calculation of
PM2.5-associated preterm births, using a low concentration cut-off of
10 μg m−3 and excluding provider-initiated preterm births, resulted in
an estimated 2.0 million (1.4–2.6 million) PM2.5-associated preterm
births in 2010, equivalent to 13% (9.4–17.4%) of all preterm births
(Table S5).
4.2. Sources of PM2.5 exposure
WHO REVIHAAP (2013) recommend quantiﬁcation of long-term
health-relevant PM as the total mass concentration (annual average),
and theGBD studies reportmortality associatedwith total PM2.5, includ-
ing both anthropogenic and naturally-derived PM2.5 (Brauer et al.,Please cite this article as: Malley, C.S., et al., Preterm birth associated wi
national assessment, Environ Int (2017), http://dx.doi.org/10.1016/j.envin2016). However, emission reduction strategies aimed at reducing ambi-
ent PM2.5 concentrations (e.g. to attain theWHO air quality guideline of
10 μg m−3) are largely limited to the anthropogenic sources of PM2.5
and precursor emissions (Viana et al., 2008). Additionally, reduction in
PM2.5 concentrations through reduction in anthropogenic emissions
during ‘natural experiments’ has been associated with reduction in ad-
verse pregnancy outcomes, including the frequency of preterm birth,
for example during the 2008 Beijing Olympics (Rich et al., 2015), and
following the closure of a steel mill in Utah, US (Parker et al., 2008).
Hence the number of PM2.5-associated preterm births calculated using
anthropogenic population-weighted PM2.5 represents an estimate of
the reduction in the PM2.5 risk factor for preterm birth that could be
achieved from implementing PM2.5 and PM2.5-precursor emission strat-
egies. In the majority of regions, including those with the largest esti-
mates of PM2.5-associated preterm births, i.e. South and East Asia, the
anthropogenic PM2.5 fraction dominated, indicating that the majority
of the PM2.5 preterm birth risk factor could be mitigated from
implementing emission control strategies in these regions. The excep-
tionswere countries in North Africa/Middle East, andwest Sub-Saharan
Africa, for which the dominant PM2.5 fraction was the natural compo-
nent. The substantial percentage of preterm births that we calculate
are associatedwith anthropogenic PM2.5 indicates that reduction ofma-
ternal PM2.5 exposure should be considered alongside mitigation of
other risk factors associated with preterm births.
Additionally, themajority of studies (includingmost of those used to
derive the Sun et al. (2015) OR) which have calculated signiﬁcant asso-
ciations betweenmaternal PM2.5 exposure and pretermbirth have been
conducted in regions where the anthropogenic PM2.5 fraction domi-
nates (i.e. North America, Europe, China, Fig. S5). Evidence that the nat-
ural PM2.5 fraction contributes to the PM2.5 preterm birth risk factor
remains more limited. The number of PM2.5-associated preterm births
calculated using total population-weighted PM2.5 concentrations
(0 μg m−3 LCC) and anthropogenic population-weighted PM2.5 there-
fore represent estimates for scenarios where all PM2.5 is a risk factor as-
sociatedwith pretermbirth, and only the anthropogenic component is a
risk factor, respectively. The sensitivity of PM2.5-associated preterm
birth estimates to exclusion of natural PM2.5 was relatively low for
those regions where the anthropogenic PM2.5 fraction dominates, but
much higher for North Africa/Middle East, and west Sub-Saharan Africa
(N70% reduction in estimated PM2.5-associated preterm births for these
regions when only the anthropogenic fraction was included). Further
study of the association between preterm birth and PM2.5 exposure in
regions with dominant natural PM2.5 fractions is required to assess theth maternal ﬁne particulate matter exposure: A global, regional and
t.2017.01.023
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PM2.5 fraction dominates.
In addition to ambient PM2.5, household air pollution (quantiﬁed as
e.g. solid fuel use or PM2.5 concentration) has been identiﬁed as an addi-
tional risk factor associated with adverse pregnancy outcomes, includ-
ing preterm birth (Amegah et al., 2014; Patelarou and Kelly, 2014).
The studies used to derive the Sun et al. (2015) OR did not adjust for
household PM2.5 exposure. Themajority of these studies were conduct-
ed inNorth America, Europe andAustraliawhere the confounding effect
of household air pollution is likely to be low due to the small fraction of
the populations using solid fuels (b5% in 2010 (Bonjour et al., 2013)).
However, in Fleischer et al. (2014), data from countries in Latin America,
Africa and Asia were integrated to calculate the association between
pretermbirth and PM2.5 exposure. In these regions a substantially larger
fraction of the populations use solid fuels (77% and 61% in Africa and
South East Asia in 2010 (Bonjour et al., 2013)). Household air pollution
is therefore a potential additional contributor to maternal PM2.5 expo-
sure not accounted for here, and in those countries with substantial
populations using solid fuels, it may be a signiﬁcant, additional risk fac-
tor for preterm birth. In these regions, indoor air pollution sources may
dominate overall personal PM2.5 exposure for those mothers living in
households where there are substantial indoor PM2.5 emissions. There-
fore, the sensitivity of the global ambient PM2.5-associated preterm
birth estimates to the inclusion of livebirths to mothers living in house-
holds that cook with solid fuels was evaluated by calculating ambient
PM2.5-associated preterm births including only those mothers living in
households that do not cook with solid fuels in each country (i.e. by
multiplying total livebirths in each country by the proportion of the na-
tional population not using solid fuels for cooking, as estimated by
Bonjour et al. (2013)). Ambient PM2.5-associated preterm birth esti-
mates for only mothers living in non-solid fuel burning households
was 43–45% of the total PM2.5-associated preterm birth estimates de-
scribed in Section 3 (Table 3). As expected, the greatest reduction inpre-
dicted PM2.5-associated preterm births was in sub-Saharan Africa and,
to a lesser extent, in South East Asia, where use of solid fuels for cooking
is greatest. However, even assuming that only mothers in households
that do not burn solid fuels are affected by ambient PM2.5, these results
still indicate that ambient PM2.5 is a substantial global risk factor for pre-
term birth (i.e. estimates of PM2.5-associated preterm births to mothers
in non-solid fuel burning households were 7.5–10.1% of total preterm
births globally, depending on the LCC).
Similarly, maternal smoking is an additional source of PM2.5 expo-
sure which has also been linked to preterm birth, and between 11 and
13% of women in a subset of high-income countries were estimated to
smoke during pregnancy (Ion and Bernal, 2014). However, themajority
of studies used to derive the Sun et al. (2015)OR (7 out of 10) did adjust
for maternal smoking. In addition, in middle and low-income countries
the prevalence of smoking for women in general is substantially lower,
and on average 4% and 3% of women in middle and low-income coun-
tries, respectively, were estimated to smoke (WHO, 2015). Hence in
those regions where the largest number of preterm births associated
with ambient PM2.5 exposure was estimated, the confounding effect of
PM2.5 exposure from maternal smoking is likely to be small.
4.3. Application of Sun et al. (2015) odds ratio
In this work, the Sun et al. (2015) OR was applied globally to esti-
mate PM2.5-associated preterm births, assuming transferability to all re-
gions and across the range of population-weighted annual average
PM2.5 concentrations. The Sun et al. (2015) OR was mainly derived
from studies in North America (7 of 13 studies) and Europe (2 studies),
but it also included studies conducted in other regions (an Australian
study and a study covering 22 countries in Latin America, Africa and
Asia (Fleischer et al. (2014)). However, theOR for preterm birth derived
in Fleischer et al. (2014) across the 22 countrieswas not statistically sig-
niﬁcant (OR: 0.96 (0.90–1.02) for a 10 μg m−3 increase in PM2.5).Please cite this article as: Malley, C.S., et al., Preterm birth associated wi
national assessment, Environ Int (2017), http://dx.doi.org/10.1016/j.envinSun et al. (2015) identiﬁed signiﬁcant heterogeneity in the studies
used to derive the OR applied here. By conducting additionalmeta-anal-
yses using only a subset of the 13 studies, Sun et al. (2015) identiﬁed
sources of this heterogeneity to include the method of exposure assess-
ment, the study location (US and non-US studies), and the type of study
(retrospective or prospective). However, signiﬁcant heterogeneity
remained in the majority of these additional meta-analyses that
combined a subset of the studies, indicating that there were addi-
tional, unidentiﬁed sources of heterogeneity that require additional
epidemiological studies to investigate.
One of the tests of heterogeneity conducted by Sun et al. (2015) split
studies conducted in the US from those outside the US; the resulting OR
for the latter showed no signiﬁcant effect of ambient PM2.5 exposure on
the cumulative incidence of preterm birth (OR: 0.95 (0.95–1.01) for a
10 μg m−3 increase in PM2.5 based on 5 non-US studies). Sun et al.
(2015) note that this result may be due to the small number of studies
(5) included in thismeta-analysis, and emphasise the need for addition-
al studies in other regions to assess the consistency of effect in other re-
gions compared to US studies. There was also no qualitative difference
in studies conducted in and outside the US in the confounders that
were considered (Table S1).
Since the cut-off date for inclusion in Sun et al. (2015) (December
2014), we have identiﬁed 10 studies that have quantiﬁed the effect of
ambient total PM2.5 exposure on preterm birth (Table S7). Six of these
studies showed a signiﬁcant effect of entire pregnancy PM2.5 on preterm
birth risk, while 8 showed a signiﬁcant effect over somegestationalwin-
dow. The three studies conducted outside of North America (two retro-
spective analyses in Madrid, Spain, and a prospective study in Wuhan,
China) showed signiﬁcant relationships between PM2.5 exposure and
preterm birth (Arroyo et al., 2016a, 2016b; Qian et al., 2016). Despite
the signiﬁcant relationships detected in these three studies conducted
outside the US, the small number of studies conducted outside the US
limits assessment of the transferability of the Sun et al. (2015) OR to
other regions of the world. We therefore reemphasise the conclusion
of Sun et al. (2015) on the need for additional studies in other regions,
especially China, where only one study has been published since Sun
et al. (2015), and India, and Asia and Africa generally, where the largest
burdens have been estimated. Additional studies in these regionswould
allow for a substantially more comprehensive assessment of the global
applicability of the OR derived in Sun et al. (2015) than is currently pos-
sible with the suite of studies published to date.
We also identiﬁed 25 studies that have assessed the effect of PM10
(PM2.5 plus coarse particulate matter) on the cumulative incidence of
preterm birth. Of these, 15 detected a signiﬁcant relationship, including
3 studies in the US (Ritz et al., 2000; Sagiv et al., 2005;Wu et al., 2011),
and 12 studies outside the US in China (Jiang et al., 2007; Qian et al.,
2016; Zhao et al., 2015), South Korea (Leem et al., 2006; Suh et al.,
2009; Yi et al., 2010), Australia (Hansen et al., 2006), Uruguay (Balsa
et al., 2016), and Europe (Candela et al., 2013; Schifano et al., 2016,
2013; van den Hooven et al., 2012). However, other studies in the US
(Le et al., 2012; Lee et al., 2013; Pereira et al., 2016; Salihu et al., 2012;
Wilhelm and Ritz, 2005), Europe (Capobussi et al., 2016; Dibben and
Clemens, 2015; Hannam et al., 2014), and China (Huang et al., 2015)
did not detect a signiﬁcant association.
Evidence of transferability of the Sun et al. (2015) meta-analysis to
other regions is provided by comparison with ORs calculated using
data from China in Fleischer et al. (2014) (OR: 1.11 (1.04–1.17) for a
10 μg m−3 increase in PM2.5 exposure), and Qian et al. (2016) (OR:
1.06 (1.04–1.10)), in which annual average PM2.5 exposures were up
to approximately 100 μg m−3. Fleischer et al. (2014) also estimated
the effect of PM2.5 exposure on preterm birth in India, where the expo-
sure range was greater than in other countries, but the effect here was
non-signiﬁcant (OR: 0.96 (0.91–1.03) for a 10 μg m−3 increase in
PM2.5). However, for China, the ORs calculated in these studies were
within the uncertainty bounds of the Sun et al. (2015) OR (1.03–1.24).
Table S6 also shows that the conﬁdence intervals of PM2.5-associatedth maternal ﬁne particulate matter exposure: A global, regional and
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ber of PM2.5-associated preterm births estimated using the Fleischer et
al. (2014), and Qian et al. (2016) ORs. This indicates that the Sun et al.
(2015) OR is transferable to China, and also relevant to PM2.5 exposures
up to the maximum Brauer et al. (2016) national population-weighted
annual average PM2.5 concentration of 66 μgm−3, including other coun-
tries in South and East Asia where the percentage of PM2.5-associated
preterm births was estimated to be high.
We also applied the Sun et al. (2015) OR varying linearly across the
range of national population-weighted PM2.5 exposures estimated by
Brauer et al. (2016). As outlined above, locally derivedORs for China, de-
rived across substantially higher PM2.5 exposures, provided estimates of
PM2.5-associated preterm births that are consistent with those derived
using the Sun et al. (2015)ORs applied in thisway. However, there is ev-
idence for some health outcomes (e.g. premature mortality due to is-
chemic heart disease and stroke) that the relationship with PM2.5
exposure is steeper at lower PM2.5 concentrations, and tends to level
off at higher concentrations (Burnett et al., 2014; Pope et al., 2015). A
lower increase in risk at higher concentrations would reduce estimates
of PM2.5-associated preterm births in those regions with highest PM2.5
exposure. We assessed the sensitivity of our PM2.5-associated preterm
birth estimates to this assumption by repeating the calculations assum-
ing no additional risk above 22.2 μgm−3 (the highest concentrations es-
timated for the USwheremost consistent evidence for an effect of PM2.5
on preterm birth is available). The change in global PM2.5-associated
pretermbirth estimates under this assumptionwas a 38–51% reduction,
depending on LCC. The greatest reduction in PM2.5-associated preterm
births was in East and South Asia (57–67%, and 49–59% reduction, re-
spectively), followed by North Africa/Middle East (30–40% reduction),
where highest ambient PM2.5 exposures were estimated. Conversely
therewas almost no change in PM2.5-associated pretermbirth estimates
in Europe, North America and Latin America. This sensitivity analysis is
conservative as signiﬁcant levelling off of risk estimates for other health
outcomes occurs at much higher PM2.5 concentrations (Burnett et al.,
2014). However, even when the effect of PM2.5 on preterm birth is
only quantiﬁed within the range of exposures experienced by mothers
in the studies used to derive the OR, the resulting global PM2.5-associat-
ed preterm birth estimates indicate it to be a substantial risk factor for
preterm birth (9–14% of total preterm births globally) that should be
considered alongside other risk factorswhen considering effective strat-
egies to reduce the incidence of preterm birth.
Finally, there is also uncertainty in the shape of the concentration-
response function at low PM2.5 exposures, as substantially fewer
mothers were exposed to low concentrations (below ~5 μg m−3) com-
pared tomoremoderate concentrations in the studies used to derive the
Sun et al. (2015) OR. To reﬂect this uncertainty, we therefore estimated
PM2.5-associated preterm births with two LCCs, set at 4.3 and
10 μg m−3. However, to provide an upper bound to estimates of
PM2.5-associated preterm births, we repeated the analysis with a LCC
set at 0 μg m−3, i.e. assuming the entire range of PM2.5 concentrations
contributes to the overall burden of ambient PM2.5 on preterm birth.
Globally, PM2.5-associated preterm birth estimates were 34% higher
than for the 10 μg m−3 case (Table 3) (3.9 million (2.9–4.9 million)),
equivalent to 26% (19–33%) of total pretermbirths. The relative increase
in PM2.5-associated preterm births for the 0 μg m−3 LCC case was
greatest in those regions with relatively low PM2.5 concentrations, in-
cluding Latin America and the Caribbean, and North America.
5. Conclusions
The estimated 14.9million annual preterm births globally have been
identiﬁed as a major global health issue due to their substantial contri-
bution to neonatal and infant mortality, and the long-lasting health ef-
fects in survivors. An identiﬁed potential risk factor associated with
preterm birth is maternal exposure to PM2.5 during pregnancy. Esti-
mates of global PM2.5-associated preterm births varied, rangingPlease cite this article as: Malley, C.S., et al., Preterm birth associated wi
national assessment, Environ Int (2017), http://dx.doi.org/10.1016/j.envinbetween 2.7 million (1.8–3.5 million) when the low PM2.5 concentra-
tion cut-off was set at 10 μg m−3 (18% (12–24%) of global preterm
births), to 3.4 million (2.4–4.2 million) with a 4.3 μg m−3 cut-off (23%
(17–19%)). The majority of the PM2.5-associated preterm births oc-
curred in South and East Asia, as well as North Africa/Middle East and
West sub-Saharan Africa, due to above average PM2.5 exposures,
livebirths and preterm birth rates. Despite the uncertainties in our esti-
mates, they clearly show that maternal PM2.5 exposure is a potentially
substantial global risk factor associated with preterm birth. Global Bur-
den of Disease studies have identiﬁed the global signiﬁcance of PM2.5
exposure for premature mortality, but our analysis emphasises the im-
portance of also considering its contribution to effects in utero that
lead to increased postnatal mortality and lifetime morbidity. Efforts
aimed at reducing the frequency of pretermbirths should therefore con-
sider reduction of maternal exposure to PM2.5 alongside mitigation of
other identiﬁed preterm birth risk factors.
Acknowledgements
This study was supported by the Stockholm Environment Institute
(SEI) Low Emissions Development Pathways (LED-P) Initiative. Daven
Henze acknowledges the support of NASA Air Quality Science Team
award NNX11AI54G.
Appendix A. Supplementary data
Supplementary data to this article can be found online at http://dx.
doi.org/10.1016/j.envint.2017.01.023.
References
Amegah, A.K., Quansah, R., Jaakkola, J.J.K., 2014. Household air pollution from solid fuel
use and risk of adverse pregnancy outcomes: a systematic review and meta-analysis
of the empirical evidence. PLoS One 9, e113920. http://dx.doi.org/10.1371/journal.
pone.0113920.
Arroyo, V., Diaz, J., Carmona, R., Ortiz, C., Linares, C., 2016a. Impact of air pollution and
temperature on adverse birth outcomes: Madrid, 2001–2009. Environ. Pollut. 218,
1154–1161.
Arroyo, V., Diaz, J., Ortiz, C., Carmona, R., Saez, M., Linares, C., 2016b. Short term effect of
air pollution, noise and heat waves on preterm births in Madrid (Spain). Environ.
Res. 145, 162–168.
Balsa, A., Caffera, M., Bloomﬁeld, J., 2016. Exposures to particulate matter from the erup-
tions of the Puyehue volcano and birth outcomes in Montevideo, Uruguay. Environ.
Health Perspect. 124, 1816–1822.
Behrman, R., Butler, A., 2007. Preterm Birth: Causes, Consequences, and Prevention/Com-
mittee on Understanding Premature Birth and Assuring Healthy Outcomes. Board on
Health Sciences Policy, National Academies, Washington.
Bey, I., Jacob, D.J., Yantosca, R.M., Logan, J.A., Field, B.D., Fiore, A.M., Li, Q.B., Liu, H.G.Y.,
Mickley, L.J., Schultz, M.G., 2001. Global modeling of tropospheric chemistry with as-
similated meteorology: model description and evaluation. J. Geophys. Res.-Atmos.
106:23073–23095. http://dx.doi.org/10.1029/2001jd000807.
Blencowe, H., Cousens, S., Chou, D., Oestergaard, M., Say, L., Moller, A.B., Kinney, M., Lawn,
J., Born Too Soon Preterm Birth, A., 2013a. Born too soon: the global epidemiology of
15 million preterm births. Reprod. Health 10. http://dx.doi.org/10.1186/1742-4755-
10-s1-s2.
Blencowe, H., Cousens, S., Oestergaard, M.Z., Chou, D., Moller, A.-B., Narwal, R., Adler, A.,
Garcia, C.V., Rohde, S., Say, L., Lawn, J.E., 2012. National, regional, and worldwide es-
timates of preterm birth rates in the year 2010with time trends since 1990 for select-
ed countries: a systematic analysis and implications. Lancet 379, 2162–2172.
Blencowe, H., Lee, A.C.C., Cousens, S., Bahalim, A., Narwal, R., Zhong, N., Chous, D., Say, L.,
Modi, N., Katz, J., Vos, T., Marlow, N., Lawn, J.E., 2013b. Preterm birth-associated
neurodevelopmental impairment estimates at regional and global levels for 2010.
Pediatr. Res. 74:17–34. http://dx.doi.org/10.1038/pr.2013.204.
Bonjour, S., Adair-Rohani, H., Wolf, J., Bruce, N.G., Mehta, S., Pruess-Ustuen, A., Lahiff, M.,
Rehfuess, E.A., Mishra, V., Smith, K.R., 2013. Solid fuel use for household cooking:
country and regional estimates for 1980–2010. Environ. Health Perspect. 121:
784–790. http://dx.doi.org/10.1289/ehp.1205987.
Brauer, M., Freedman, G., Frostad, J., van Donkelaar, A., Martin, R.V., Dentener, F., van
Dingenen, R., Estep, K., Amini, H., Apte, J.S., Balakrishnan, K., Barregard, L., Broday,
D., Feigin, V., Ghosh, S., Hopke, P.K., Knibbs, L.D., Kokubo, Y., Liu, Y., Ma, S.,
Morawska, L., Texcalac Sangrador, J.L., Shaddick, G., Anderson, H.R., Vos, T.,
Forouzanfar, M.H., Burnett, R.T., Cohen, A., 2016. Ambient air pollution exposure esti-
mation for the Global Burden of Disease 2013. Environ. Sci. Technol. 50:79–88. http://
dx.doi.org/10.1021/acs.est.5b03709.
Brauer, M., Lencar, C., Tamburic, L., Koehoorn,M., Demers, P., Karr, C., 2008. A cohort study
of trafﬁc-related air pollution impacts on birth outcomes. Environ. Health Perspect.
116:680–686. http://dx.doi.org/10.1289/ehp.10952.th maternal ﬁne particulate matter exposure: A global, regional and
t.2017.01.023
9C.S. Malley et al. / Environment International xxx (2017) xxx–xxxBurnett, R.T., Arden III, Pope C., Ezzati, M., Olives, C., Lim, S.S., Mehta, S., Shin, H.H., Singh,
G., Hubbell, B., Brauer, M., Anderson, H.R., Smith, K.R., Balmes, J.R., Bruce, N.G., Kan, H.,
Laden, F., Pruess-Ustuen, A., Turner, M.C., Gapstur, S.M., Diver, W.R., Cohen, A., 2014.
An integrated risk function for estimating the global burden of disease attributable to
ambient ﬁne particulate matter exposure. Environ. Health Perspect. 122:397–403.
http://dx.doi.org/10.1289/ehp.1307049.
Calkins, K., Devaskar, S.U., 2011. Fetal origins of adult disease. Curr. Probl. Pediatr. Adolesc.
Health Care 41:158–176. http://dx.doi.org/10.1016/j.cppeds.2011.01.001.
Candela, S., Ranzi, A., Bonvicini, L., Baldacchini, F., Marzaroli, P., Evangelista, A., Luberto, F.,
Carretta, E., Angelini, P., Sterrantino, A.F., Broccoli, S., Cordioli, M., Ancona, C., Forastiere,
F., 2013. Air pollution from incinerators and reproductive outcomes: a multisite
study. Epidemiology 24:863–870. http://dx.doi.org/10.1097/EDE.0b013e3182a712f1.
Capobussi, M., Tettamanti, R., Marcolin, L., Piovesan, L., Bronzin, S., Gattoni, M.E., Polloni, I.,
Sabatino, G., Tersalvi, C.A., Auxilia, F., Castaldi, S., 2016. Air pollution impact on preg-
nancy outcomes in Como, Italy. J. Occup. Environ. Med. 58. http://dx.doi.org/10.1097/
JOM.0000000000000630.
Chang, H.H., Warren, J.L., Darrow, L.A., Reich, B.J., Waller, L.A., 2015. Assessment of critical
exposure and outcomewindows in time-to-event analysis with application to air pol-
lution and preterm birth study. Biostatistics 16:509–521. http://dx.doi.org/10.1093/
biostatistics/kxu060.
CIESIN, 2005. Center for International Earth Science Information Network - CIESIN - Co-
lumbia University, United Nations Food and Agriculture Programme - FAO, and
Centro Internacional de Agricultura Tropical - CIAT (Gridded Population of the
World, Version 3 (GPWv3): Po).
Dibben, C., Clemens, T., 2015. Place of work and residential exposure to ambient air pol-
lution and birth outcomes in Scotland, using geographically ﬁne pollution climate
mapping estimates. Environ. Res. 140:535–541. http://dx.doi.org/10.1016/j.envres.
2015.05.010.
Fleischer, N.L., Merialdi, M., van Donkelaar, A., Vadillo-Ortega, F., Martin, R.V., Betran, A.P.,
Souza, J.P., O'Neill, M.S., 2014. Outdoor air pollution, preterm birth, and low birth
weight: analysis of the World Health Organization global survey on maternal and
perinatal health. Environ. Health Perspect. 122:425–430. http://dx.doi.org/10.1289/
ehp.1306837.
Forouzanfar, M.H., Alexander, L., Anderson, H.R., Bachman, V.F., Biryukov, S., Brauer, M.,
Burnett, R., Casey, D., Coates, M.M., Cohen, A., Delwiche, K., Estep, K., Frostad, J.J.,
Astha, K.C., Kyu, H.H., Moradi-Lakeh, M., Ng, M., Slepak, E.L., Thomas, B.A., Wagner,
J., Aasvang, G.M., Abbafati, C., Ozgoren, A.A., Abd-Allah, F., Abera, S.F., Aboyans, V.,
Abraham, B., Abraham, J.P., Abubakar, I., Abu-Rmeileh, N.M.E., Aburto, T.C., Achoki,
T., Adelekan, A., Adofo, K., Adou, A.K., Adsuar, J.C., Afshin, A., Agardh, E.E., Al
Khabouri, M.J., Al Lami, F.H., Alam, S.S., Alasfoor, D., Albittar, M.I., Alegretti, M.A.,
Aleman, A.V., Alemu, Z.A., Alfonso-Cristancho, R., Alhabib, S., Ali, R., Ali, M.K., Alla, F.,
Allebeck, P., Allen, P.J., Alsharif, U., Alvarez, E., Alvis-Guzman, N., Amankwaa, A.A.,
Amare, A.T., Ameh, E.A., Ameli, O., Amini, H., Ammar, W., Anderson, B.O., Antonio,
C.A.T., Anwari, P., Cunningham, S.A., Arnlov, J., Arsenijevic, V.S.A., Artaman, A.,
Asghar, R.J., Assadi, R., Atkins, L.S., Atkinson, C., Avila, M.A., Awuah, B., Badawi, A.,
Bahit, M.C., Bakfalouni, T., Balakrishnan, K., Balalla, S., Balu, R.K., Banerjee, A., Barber,
R.M., Barker-Collo, S.L., Barquera, S., Barregard, L., Barrero, L.H., Barrientos-Gutierrez,
T., Basto-Abreu, A.C., Basu, A., Basu, S., Basulaiman, M.O., Ruvalcaba, C.B., Beardsley,
J., Bedi, N., Bekele, T., Bell, M.L., Benjet, C., Bennett, D.A., Benzian, H., et al., 2015. Glob-
al, regional, and national comparative risk assessment of 79 behavioural, environ-
mental and occupational, and metabolic risks or clusters of risks in 188 countries,
1990–2013: a systematic analysis for the global burden of disease study 2013. Lancet
386:2287–2323. http://dx.doi.org/10.1016/s0140-6736(15)00128-2.
Goldenberg, R.L., Culhane, J.F., Iams, J.D., Romero, R., 2008. Epidemiology and causes of
preterm birth. Lancet http://dx.doi.org/10.1016/S0140-6736(08)60074-4.
Gravett, M.G., Rubens, C.E., Nunes, T.M., Grp, G.R., 2010. Global report on preterm birth
and stillbirth (2 of 7): discovery science. BMC Pregnancy Childbirth 10 (Suppl. 1,
S2). http://dx.doi.org/10.1186/1471-2393-s1-s2.
Ha, S., Hu, H., Roussos-Ross, D., Kan, H., Roth, J., Xu, X., 2014. The effects of air pollution on
adverse birth outcomes. Environ. Res. 134:198–204. http://dx.doi.org/10.1016/j.
envres.2014.08.002.
Hannam, K., McNamee, R., Baker, P., Sibley, C., Agius, R., 2014. Air pollution exposure and
adverse pregnancy outcomes in a large UK birth cohort: use of a novel spatio-tempo-
ral modelling technique. Scand. J. Work Environ. Health 40:518–530. http://dx.doi.
org/10.5271/sjweh.3423.
Hansen, C., Neller, A., Williams, G., Simpson, R., 2006. Maternal exposure to low levels of
ambient air pollution and preterm birth in Brisbane, Australia. BJOG 113:935–941.
http://dx.doi.org/10.1111/j.1471-0528.2006.01010.x.
Holstius, D.M., Reid, C.E., Jesdale, B.M., Morello-Frosch, R., 2012. Birth weight following
pregnancy during the 2003 southern California wildﬁres. Environ. Health Perspect.
120:1340–1345. http://dx.doi.org/10.1289/ehp.1104515.
Howson, C., Kinney, M., Lawn, J., 2012. Born too soon: the global action report on preterm
birth. March of Dimes, The Partnership for Maternal, Newborn & Child Health, Save
the Children and World Health Organization Report (Geneva. Available: http://
apps.Who.Int/iris/bitstream/10665/44864/1/978).
Huang, C., Nichols, C., Liu, Y., Zhang, Y., Liu, X., Gao, S., Li, Z., Ren, A., 2015. Ambient air pol-
lution and adverse birth outcomes: a natural experiment study. Popul. Health Metrics
13:17. http://dx.doi.org/10.1186/s12963-015-0050-4.
Huynh, M., Woodruff, T.J., Parker, J.D., Schoendorf, K.C., 2006. Relationships between air
pollution and preterm birth in California. Paediatr. Perinat. Epidemiol. 20:454–461.
http://dx.doi.org/10.1111/j.1365-3016.2006.00759.x.
Ion, R., Bernal, A.L., 2014. Smoking and preterm birth. Reprod. Sci. 22:918–926. http://dx.
doi.org/10.1177/1933719114556486.
Jiang, L.-L., Zhang, Y.-H., Song, G.-X., Chen, G.-H., Chen, B.-H., Zhao, N.-Q., Kan, H.-D., 2007.
A time series analysis of outdoor air pollution and preterm birth in Shanghai, China.
Biomed. Environ. Sci. 20, 426–431.Please cite this article as: Malley, C.S., et al., Preterm birth associated wi
national assessment, Environ Int (2017), http://dx.doi.org/10.1016/j.envinJoseph, K.S., Demissie, K., Kramer, M.S., 2002. Obstetric intervention, stillbirth, and pre-
term birth. Semin. Perinatol. 26:250–259. http://dx.doi.org/10.1053/sper.2002.34769.
Kamyotra, S., Basu, D., Agrawal, S., Darbari, T., Roychoudhury, S., Hagar, J., Sultan, R., 2012.
National Ambient Air Quality Status and Trends in India - 2010. Central Pollution
Control Board Report Number NAAQMS/35/2011–2012. Ministry of Environment &
Forests (Available at: http://www.cpcb.nic.in/upload/NewItems/NewItem_192_
NAAQSTI.pdf).
Kannan, S., Misra, D.P., Dvonch, J.T., Krishnakumar, A., 2006. Exposures to airborne partic-
ulate matter and adverse perinatal outcomes: a biologically plausible mechanistic
framework for exploring potential effect modiﬁcation by nutrition. Environ. Health
Perspect. 114:1636–1642. http://dx.doi.org/10.1289/ehp.9081.
Kemp, M.W., 2014. Preterm birth, intrauterine infection, and fetal inﬂammation. Front.
Immunol. http://dx.doi.org/10.3389/ﬁmmu.2014.00574.
Krewski, D., Jerrett, M., Burnett, R.T., Ma, R., Hughes, E., Shi, Y., Turner, M.C., Arden Pope III,
C., Thurston, G., Calle, E.E., Thun, M.J., Beckerman, B., DeLuca, P., Finkelstein, N., Ito, K.,
Moore, D.K., Newbold, K.B., Ramsay, T., Ross, Z., Shin, H., Tempalski, B., 2009. Extend-
ed Follow-Up and Spatial Analysis of the American Cancer Society Study Linking Par-
ticulate Air Pollution and Mortality. Health Effects Institute, Boston.
Lamichhane, D.K., Leem, J.-H., Lee, J.-Y., Kim, H.-C., 2015. A meta-analysis of exposure to
particulate matter and adverse birth outcomes. Environ. Health Toxicol. 30,
e2015011. http://dx.doi.org/10.5620/eht.e2015011.
Le, H.Q., Batterman, S.A., Wirth, J.J., Wahl, R.L., Hoggatt, K.J., Sadeghnejad, A., Hultin, M.L.,
Depa, M., 2012. Air pollutant exposure and preterm and term small-for-gestational-
age births in Detroit, Michigan: long-term trends and associations. Environ. Int. 44:
7–17. http://dx.doi.org/10.1016/j.envint.2012.01.003.
Lee, P.C., Roberts, J.M., Catov, J.M., Talbott, E.O., Ritz, B., 2013. First trimester exposure to
ambient air pollution, pregnancy complications and adverse birth outcomes in Alle-
gheny County, PA. Matern. Child Health J. 17:545–555. http://dx.doi.org/10.1007/
s10995-012-1028-5.
Leem, J.H., Kaplan, B.M., Shim, Y.K., Pohl, H.R., Gotway, C.A., Bullard, S.M., Rogers, J.F.,
Smith, M.M., Tylenda, C.A., 2006. Exposures to air pollutants during pregnancy and
preterm delivery. Environ. Health Perspect. 114:905–910. http://dx.doi.org/10.
1289/ehp.8733.
Liu, L., Oza, S., Hogan, D., Perin, J., Rudan, I., Lawn, J.E., Cousens, S., Mathers, C., Black, R.E.,
2015. Global, regional, and national causes of childmortality in 2000–13, with projec-
tions to inform post-2015 priorities: an updated systematic analysis. Lancet 385:
430–440. http://dx.doi.org/10.1016/s0140-6736(14)61698-6.
Loftin, R.W., Habli, M., Snyder, C.C., Cormier, C.M., Lewis, D.F., Defranco, E.A., 2010. Late
preterm birth. Rev. Obstet. Gynaecol. 3, 10–19.
Morisaki, N., Togoobaatar, G., Vogel, J.P., Souza, J.P., Hogue, C.J.R., Jayaratne, K., Ota, E.,
Mori, R., W.H.O.M.S.M., N., 2014. Risk factors for spontaneous and provider- ini-
tiated preterm delivery in high and low human development index countries: a
secondary analysis of the World Health Organization Multicountry Survey on
maternal and newborn health. BJOG 121:101–109. http://dx.doi.org/10.1111/
1471-0528.12631.
Muglia, L.J., Katz, M., 2010. The enigma of spontaneous preterm birth. N. Engl. J. Med. 362:
529–535. http://dx.doi.org/10.1056/NEJMra0904308.
Nachman, R.M., Mao, G., Zhang, X., Hong, X., Chen, Z., Soria, C.S., He, H., Wang, G., Caruso,
D., Pearson, C., Biswal, S., Zuckerman, B., Wills-Karp, M., Waog, X., 2016. Intrauterine
inﬂammation and maternal exposure to ambient PM2.5 during preconception and
speciﬁc periods of pregnancy: the Boston birth cohort. Environ. Health Perspect.
124, 1608–1615.
Parker, J.D., Mendola, P., Woodruff, T.J., 2008. Preterm birth after the Utah Valley steel mill
closure: a natural experiment. Epidemiology 19:820–823. http://dx.doi.org/10.1097/
EDE.0b013e3181883d5d.
Patelarou, E., Kelly, F.J., 2014. Indoor exposure and adverse birth outcomes related to fetal
growth, Miscarriage and Prematurity-A Systematic Review. Int. J. Environ. Res. Public
Health 11:5904–5933. http://dx.doi.org/10.3390/ijerph110605904.
Pereira, G., Bracken, M.B., Bell, M.L., 2016. Particulate air pollution, fetal growth and ges-
tational length: the inﬂuence of residential mobility in pregnancy. Environ. Res.
147:269–274. http://dx.doi.org/10.1016/j.envres.2016.02.001.
Pope, C.A., Cropper, M., Coggins, J., Cohen, A., 2015. Health beneﬁts of air pollution
abatement policy: role of the shape of the concentration-response function.
J. Air Waste Manage. Assoc. 2247. http://dx.doi.org/10.1080/10962247.2014.
993004 (141217131236009).
Putaud, J.P., Van Dingenen, R., Alastuey, A., Bauer, H., Birmili, W., Cyrys, J., Flentje, H., Fuzzi,
S., Gehrig, R., Hansson, H.C., Harrison, R.M., Herrmann, H., Hitzenberger, R., Hueglin,
C., Jones, A.M., Kasper-Giebl, A., Kiss, G., Kousa, A., Kuhlbusch, T.A.J., Loeschau, G.,
Maenhaut, W., Molnar, A., Moreno, T., Pekkanen, J., Perrino, C., Pitz, M., Puxbaum,
H., Querol, X., Rodriguez, S., Salma, I., Schwarz, J., Smolik, J., Schneider, J., Spindler,
G., ten Brink, H., Tursic, J., Viana, M., Wiedensohler, A., Raes, F., 2010. A European
aerosol phenomenology-3: physical and chemical characteristics of particulate mat-
ter from 60 rural, urban, and kerbside sites across Europe. Atmos. Environ. 44:
1308–1320. http://dx.doi.org/10.1016/j.atmosenv.2009.12.011.
Qian, Z., Liang, S., Yang, S., Trevathan, E., Huang, Z., Yang, R., Wang, J., Hu, K., Zhang, Y.,
Vaughn, M., Shen, L., Liu, W., Li, P., Ward, P., Yang, L., Zhang, W., Chen, W., Dong, G.,
Zheng, T., Xu, S., Zhang, B., 2016. Ambient air pollution and preterm birth: a prospec-
tive birth cohort study in Wuhan, China. Int. J. Hyg. Environ. Health 219:195–203.
http://dx.doi.org/10.1016/j.ijheh.2015.11.003.
REVIHAAP, 2013. Review of Evidence on Health Aspects of Air Pollution – REVIHAAP Pro-
ject Technical Report. World Health Organization (WHO) Regional Ofﬁce for Europe,
Bonn (Available: http://www.euro.who.int/__data/assets/pdf_ﬁle/0004/193108/
REVIHAAP-Final-technical-rep).
Rich, D.Q., Liu, K., Zhang, J., Thurston, S.W., Stevens, T.P., Pan, Y., Kane, C., Weinberger, B.,
Ohman-Strickland, P., Woodruff, T.J., Duan, X., Assibey-Mensah, V., Zhang, J., 2015.
Differences in birth weight associated with the 2008 Beijing Olympics air pollutionth maternal ﬁne particulate matter exposure: A global, regional and
t.2017.01.023
10 C.S. Malley et al. / Environment International xxx (2017) xxx–xxxreduction: results from a natural experiment. Environ. Health Perspect. 123:880–887.
http://dx.doi.org/10.1289/ehp.1408795.
Ritz, B., Yu, F., Chapa, G., Fruin, S., 2000. Effect of air pollution on preterm birth among
children born in Southern California between 1989 and 1993. Epidemiology 11:
502–511. http://dx.doi.org/10.1097/00001648-200009000-00004.
Rogers, L.K., Velten, M., 2011. Maternal inﬂammation, growth retardation, and preterm
birth: insights into adult cardiovascular disease. Life Sci. 89:417–421. http://dx.doi.
org/10.1016/j.lfs.2011.07.017.
RTI International, 2015. Environmental beneﬁts mapping and analysis program - commu-
nity edition: user's manual. Prepared for Ofﬁce of Air Quality Planning and Standards.
US Environmental Protection Agency (Available: http://www.Epa.Gov/benmap/
manual-and-appendices-benmap-ce).
Sagiv, S.K., Mendola, P., Loomis, D., Herring, A.H., Neas, L.M., Savitz, D.A., Poole, C., 2005. A
time series analysis of air pollution and preterm birth in Pennsylvania, 1997–2001.
Environ. Health Perspect. 113:602–606. http://dx.doi.org/10.1289/ehp.7646.
Salihu, H.M., Ghaji, N., Mbah, A.K., Alio, A.P., August, E.M., Boubakari, I., 2012. Particulate
pollutants and racial/ethnic disparity in feto-infant morbidity outcomes. Matern.
Child Health J. 16:1679–1687. http://dx.doi.org/10.1007/s10995-011-0868-8.
Sapkota, A., Chelikowsky, A.P., Nachman, K.E., Cohen, A.J., Ritz, B., 2012. Exposure to par-
ticulate matter and adverse birth outcomes: a comprehensive review and meta-anal-
ysis. Air Qual. Atmos. Health 5:369–381. http://dx.doi.org/10.1007/s11869-010-
0106-3.
Schifano, P., Asta, F., Dadvand, P., Davoli, M., Basagana, X., Michelozzi, P., 2016. Heat and
air pollution exposure as triggers of delivery: a survival analysis of population-
based pregnancy cohorts in Rome and Barcelona. Environ. Int. 88:153–159. http://
dx.doi.org/10.1016/j.envint.2015.12.013.
Schifano, P., Lallo, A., Asta, F., De Sario, M., Davoli, M., Michelozzi, P., 2013. Effect of ambi-
ent temperature and air pollutants on the risk of preterm birth, Rome 2001–2010.
Environ. Int. 61:77–87. http://dx.doi.org/10.1016/j.envint.2013.09.005.
Shah, P.S., Balkhair, T., Knowledge Synth Grp Determinants, P., 2011. Air pollution and
birth outcomes: a systematic review. Environ. Int. 37:498–516. http://dx.doi.org/10.
1016/j.envint.2010.10.009.
Smid, M.C., Stringer, E.M., Stringer, J.S.A., 2016. A worldwide epidemic: the problem and
challenges of preterm birth in low- and middle-income countries. Am. J. Perinatol.
33:276–289. http://dx.doi.org/10.1055/s-0035-1571199.
Suh, Y.J., Kim, H., Seo, J.H., Park, H., Kim, Y.J., Hong, Y.C., Ha, E.H., 2009. Different effects of
PM10 exposure on preterm birth by gestational period estimated from time-depen-
dent survival analyses. Int. Arch. Occup. Environ. Health 82:613–621. http://dx.doi.
org/10.1007/s00420-008-0380-7.
Sun, X.L., Luo, X.P., Zhao, C.M., Ng, R.W.C., Lim, C.E.D., Zhang, B., Liu, T., 2015. The associa-
tion between ﬁne particulatematter exposure during pregnancy and preterm birth: a
meta-analysis. BMC Pregnancy Childbirth 15:12. http://dx.doi.org/10.1186/s12884-
015-0738-2.
UNDP, 2015. Human Development Report 2015: Work for Human Development. United
Nations Development Program, New York (Available: http://hdr.Undp.Org/sites/
default/ﬁles/2015_human_development_report_1.Pdf [accessed 6th may 2016]).Please cite this article as: Malley, C.S., et al., Preterm birth associated wi
national assessment, Environ Int (2017), http://dx.doi.org/10.1016/j.envinvan den Hooven, E.H., Pierik, F.H., de Kluizenaar, Y., Willemsen, S.P., Hofman, A., van
Ratingen, S.W., Zandveld, P.Y.J., Mackenbach, J.P., Steegers, E.A.P., Miedema, H.M.E.,
Jaddoe, V.W.V., 2012. Air pollution exposure during pregnancy, ultrasound measures
of fetal growth, and adverse birth outcomes: a prospective cohort study. Environ.
Health Perspect. 120:150–156. http://dx.doi.org/10.1289/ehp.1003316.
van Donkelaar, A., Martin, R.V., Brauer, M., Boys, B.L., 2015. Use of satellite observations for
long-term exposure assessment of global concentrations of ﬁne particulate matter.
Environ. Health Perspect. 123:135–143. http://dx.doi.org/10.1289/ehp.1408646.
Viana, M., Kuhlbusch, T.A.J., Querol, X., Alastuey, A., Harrison, R.M., Hopke, P.K.,
Winiwarter, W., Vallius, A., Szidat, S., Prevot, A.S.H., Hueglin, C., Bloemen, H.,
Wahlin, P., Vecchi, R., Miranda, A.I., Kasper-Giebl, A., Maenhaut, W., Hitzenberger,
R., 2008. Source apportionment of particulate matter in Europe: a review of methods
and results. J. Aerosol Sci. 39, 827–849.
Wang, S., Li, G.G., Gong, Z.Y., Du, L., Zhou, Q.T., Meng, X.Y., Xie, S.Y., Zhou, L., 2015.
Spatial distribution, seasonal variation and regionalization of PM2.5 concen-
trations in China. SCIENCE CHINA Chem. 58:1435–1443. http://dx.doi.org/10.
1007/s11426-015-5468-9.
WHO, 2015. WHO Report on the Global Tobacco Epidemic, 2015: Raising Taxes on Tobac-
co. World Health Organization Report, Geneva (Available: http://apps.who.int/iris/
bitstream/10665/178574/1/9789240694606_eng.pdf?ua=1&ua=1).
WHO, 2006. Air quality guidelines: Global update 2005. Particulate Matter, Ozone, Nitro-
gen Dioxide and Sulfur Dioxide. World Health Organization Regional Ofﬁce for Eu-
rope (Available: Http://apps.Who.Int/iris/bitstream/10665/69477/1/who_sde_phe_
oeh_06.02_eng.Pdf [ac]).
Wilhelm, M., Ritz, B., 2005. Local variations in CO and particulate air pollution and adverse
birth outcomes in Los Angeles County, California, USA. Environ. Health Perspect. 113:
1212–1221. http://dx.doi.org/10.1289/ehp.7751.
Wu, J., Wilhelm, M., Chung, J., Ritz, B., 2011. Comparing exposure assessment methods for
trafﬁc-related air pollution in an adverse pregnancy outcome study. Environ. Res.
111:685–692. http://dx.doi.org/10.1016/j.envres.2011.03.008.
Yi, O., Kim, H., Ha, E., 2010. Does area level socioeconomic status modify the effects of
PM10 on preterm delivery? Environ. Res. 110:55–61. http://dx.doi.org/10.1016/j.
envres.2009.10.004.
Zhao, N., Qiu, J., Zhang, Y., He, X., Zhou, M., Li, M., Xu, X., Cui, H., Lv, L., Lin, X., Zhang, C.,
Zhang, H., Xu, R., Zhu, D., Lin, R., Yao, T., Su, J., Dang, Y., Han, X., Zhang, H., Bai, H.,
Chen, Y., Tang, Z., Wang, W., Wang, Y., Liu, X., Ma, B., Liu, S., Qiu, W., Huang, H.,
Liang, J., Chen, Q., Jiang, M., Ma, S., Jin, L., Holford, T., Leaderer, B., Bell, M.L., Liu, Q.,
Zhang, Y., 2015. Ambient air pollutant PM10 and risk of preterm birth in Lanzhou.
China. Environ. Int. 76:71–77. http://dx.doi.org/10.1016/j.envint.2014.12.009.
Zhu, X.X., Liu, Y., Chen, Y.Y., Yao, C.J., Che, Z., Cao, J.Y., 2015. Maternal exposure to ﬁne par-
ticulate matter (PM2.5) and pregnancy outcomes: a meta-analysis. Environ. Sci.
Pollut. Res. 22:3383–3396. http://dx.doi.org/10.1007/s11356-014-3458-7.th maternal ﬁne particulate matter exposure: A global, regional and
t.2017.01.023
